Treatment of complications after neoaortoiliac system vein reconstruction is a complex clinical problem with poor results. Endovascular treatment might offer an acceptable outcome in selected cases. We report two rare complications after neoaortoiliac system vein reconstruction for an infected aortic graft. These complications were treated with minimally invasive endovascular techniques. A 54-year-old man presented with an arterioureteral fistula located between the right ureter and the right branch of the venous reconstruction. The second case describes a 71-year-old man who developed a large dilation proximally in the venous reconstruction. (J Vasc Surg Cases and Innovative Techniques 2018;4:283-6.) Keywords: Endovascular procedures; Prosthesis-related infections/surgery; Aorta; Abdominal/surgery Neoaortoiliac system (NAIS) reconstruction using the femoral vein is one of the treatment options in aortic prosthetic graft infection; it was first described in 1993 by Clagett et al 1 and Nevelsteen et al. 2 NAIS vein reconstruction is an accepted procedure that provides good results with a primary patency rate of 81% and a secondary or assisted primary patency rate of 91% at 6 years.
Neoaortoiliac system (NAIS) reconstruction using the femoral vein is one of the treatment options in aortic prosthetic graft infection; it was first described in 1993 by Clagett et al 1 and Nevelsteen et al. 2 NAIS vein reconstruction is an accepted procedure that provides good results with a primary patency rate of 81% and a secondary or assisted primary patency rate of 91% at 6 years. 3 The perioperative (30-day) mortality rate is #10%, with a 30% to 50% mortality rate at 5 years. 4 Treatment of complications after NAIS vein reconstruction is a complex problem. A laparotomy and vascular reconstruction or local débridement is often needed, with poor results. 3, [5] [6] [7] Minimally invasive endovascular treatment could be a good option in selected cases and might benefit outcome. Both patients consented to publication of this report. Four years later, the aortobifemoral graft was replaced by in situ autogenous vein reconstruction using both femoral veins because of graft infection (Fig 3) . During follow-up, a progressive dilation located directly above the bifurcation in the venous reconstruction was observed. In approximately 2 years' time, the dilation had grown from 39 mm to 77 mm (Fig 4) . In July 2014, an endovascular repair using an aortouni-iliac device (Endurant) was performed on the left side, an occluder device was placed in the right external iliac artery, and the right leg circulation was restored by performing an 8-mm rifampicin-soaked Dacron femorofemoral crossover bypass (Fig 5) . Before the operation, the patient showed no signs of infection; there was no fever, no increased infection parameters in the laboratory tests (C-reactive protein, 4.5 mg/L; leukocyte count, 5.66 Â 10 9 /L; and erythrocyte sedimentation rate, 9 mm/h), and no signs of infection on CTA. After surgery, the patient recovered well and was discharged from the hospital with no further complications.
CASE REPORTS
Three years later, the maximum diameter of the NAIS vein reconstruction is 32 mm. Furthermore, there is good patency of the stent and femorofemoral crossover bypass, and no endoleak was observed.
DISCUSSION
Performing an in situ NAIS reconstruction using autologous veins can be a good option for treatment of an infected aortic graft. Vein graft reconstruction has several advantages, including a lower rate of reinfection compared with in situ replacement with a synthetic graft or cryopreserved allograft. 3, 6 In addition, long-term patency with NAIS vein reconstruction is superior to extra-anatomic bypass. 3, [8] [9] [10] Only a few studies have examined the long-term outcome of vein reconstruction. 3, [5] [6] [7] The most common postoperative complication was stenosis. In our second case, the cause of the dilation is unclear. Perhaps it is due to the quality of the veins used or progressive arterial disease. Infection was deemed unlikely because of the absence of fever, increased infection parameters in the laboratory tests, or signs of infection on preoperative CTA. A fistula between the ureter and autogenous vein reconstruction, as described in the first case, was not reported in the previously mentioned studies. 3, [5] [6] [7] The fistula was presumably caused by iatrogenic ureteral injury at the NAIS vein reconstruction and subsequent poor healing due to the presence of local infection. Use of preoperative ureteral stents might have prevented iatrogenic ureteral injury during the NAIS vein reconstruction and therefore also the fistula. Seven weeks after the NAIS vein reconstruction and 1 week after removal of the double J catheter, the fistula was diagnosed, so presumably the ureter defect had not healed yet. A few studies reported a positive outcome using endovascular repair to treat a primary arterioureteral fistula.
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